The meeting included sessions on The Court's Approach to Child Sexual Abuse Cases, The Perpetrator, The Hidden Victims and Adults Who Were Abused as Children. It was held at the end of a week when there had been headline news about cases of child sexual abuse and, in particular, the use of videos and the use of a screen to protect the child victims in court. Although the screen case at the Old Bailey will go down in history as an attempt to protect the victims, the method failed as the children 9 and 11 years both broke down during cross examination.
The opening speaker, Lady Enid Ralphs, Vice-President ofthe Magistrates' Association, spoke about balance and the needs of the perpetrator as well as the child victim. She described the law as 'a blunt instrument for dealing with the intricacies of human behaviour'. The civil court needs to establish the balance ofprobabilities, but the crown court needs to prove guilt beyond all reasonable doubt. The maximum sentences for child sex abuse in the civil court are low, but Lady Ralphs stressed that a probation order with stringent conditions can be an effective way of dealing with the problem. In the crown court the maximum sentence for sexual abuse of a child under the age of 13 is life imprisonment; but acquittal means that nothing further can be done to rehabilitate the alleged sexual abuser, the child involved or the family. A 3-year-old child may be capable of telling the truth but the more usual age is accepted as 10 years. The problems of fantasy mixed with truth increase with the length of time between the occurrence and the interview and a further delay before a court appearance and cross examination. During the delays the child may well have nightmares and subsequent interviews may be about the nightmares and not the truth.
The problems of the child as a witness were discussed by different speakers during the day and also by the audience. Miss Christina Gorna, barrister, spoke about the use of video recording in court and possibility that their use would be incorporated into the new criminal justice bill. In Israel the child is interviewed by a competent person as soon as possible after disclosure ofthe incident and that interview is used in court. In the USA a video is made as soon as possible and that is used in court. Miss Gorna pointed out that a video had been used in Maidstone court during the preceeding week; but it had been used at the request of the solicitor representing the alleged perpetrator. It could then be used for cross questioning to reveal any insistencies. Who should do the initial interview? A diagnostic interview done by a psychiatrist or social worker would not be suitable for use in court. Videos have been done of a child using anatomically correct dolls. It is difficult to conduct such interviews without using leading questions which would not be admissible in court. Dr Eileen Vizard speaking from the floor said that allowing a barrister to cross question small sexually abused children was like letting a fox loose in a chicken run. If a solicitor is going to interview a small child he should have special training and some are voluntarily undergoing such training.
Unfortunately, Dr Brendan McCarthy, Consultant Psychiatrist at the Portman Clinic and the only male speaker ofthe six speakers during the day, was unable to be present and his paper on the Perpetrator was read. He divided perpetrators into two types; the first was the male within the family who practised incest and whose incest fantasies might predate the birth of a girl child but not be made reality until the child was 6 years old. He believed these perpetrators were more treatable. The other type is the paedophile who is an opportunist, driven by intense compulsions and often very afraid of mature women. This type is more difficult to treat. Any treatment may be upset by the therapist's own strong feelings about those who are child sexual abusers. A third of child sexual abusers have themselves been abused in childhood and this may help rather than hinder treatment. One was left with a feeling that treatment does not give much hope; in the treatment groups at Great Ormond Street 15% of the children are reabused.
In the third session Dr Eileen Vizard, Consultant Child Psychiatrist at the London Hospital and Dr Dora Black, Consultant Psychiatrist at the Royal Free Hospital, spoke about The Hidden Victims. All the family members can become the hidden victims and the abuse of the child may have positive value as well as negative ones for the family. The family can be kept together at the expense ofthe child who is being abused. The child told to 'keep our little secret' may remain hidden for many years or for ever. Not all abused children are irreparably harmed, but the abuse of trust may be more damaging than the sexual abuse. A child can become orgasmic without understanding it or show over-sexualized behaviour.
Reporting of child sexual abuse is mandatory in the USA but not, at present, in the UK. Reasons for reporting such abuse include decreasing the morbidity for the victim and the siblings to provide accurate information about the extent of the problem and to get help for the families. Sexuality between parents and children has to be seen as not black or white. The whole problem now being discussed is about child genital sexual abuse. There must be a whole field ofchild non-genital sexual abuse which can cause many problems and damage emotionally. There is a need to recognize the limits of normal sexual involvement between parents and children and understand the demonstration of tender loving between children and the parent of the opposite sexand the same sex. If the distinction between tender and aggressive The Royal Society of Medicine sexual love is not understood, more parents will be cancelling appointments in paediatric departments because of irrational fears.
At the present time, there are many strong feelings about child sexual abuse expressed in the media and by the public. The whole question is loathsome to many sections of society including the prison population. A person convicted of such a crime is at risk in a prison and may be advised to ask for solitary confinement for his safety. The general public and media are at the present time 'shrieking for blood'. While sentences are likely to be custodial most suspects will plead not guilty, but if there could be a sentence to treatment more perpetrators would plead guilty and then be able to have treatment. The resurgence of interest in haemorheology in the 1960s was triggered by the development ofrotational viscometers that occurred at that time. Before this, the instrumentation was inadequate to study in depth the complex non-Newtonian viscometric properties of blood. Subsequently it quickly became clear that the erythrocyte, due to its large volume concentration in normal blood, plays a crucial role in determining the flow characteristics of blood in large vessels. Later, the realization that to traverse the smallest vessels of the microcirculation the erythrocyte has to deform to a remarkable degree sparked an interest in the measurement of its deformability, factors which affect it and its variation in health and disease. Because of their much smaller numbers and volume concentrations, the other formed elements of the blood were largely ignored from a rheological point of view. More recently however, it has become apparent that the leukocytes have a much reduced capacity to deform when compared with the erythrocyte. This greater rigidity, combined with their relatively large size and their ability to adhere to the endothelium, has raised the distinct possibility that they play a significant role in limiting microcirculatory perfusion and that this may be of importance in some pathological conditions. The result has been a burst of activity aimed at elucidating the haemorheological effects of the white cell population. This meeting, held at the Barnet General Hospital, was devoted primarily to this topic.
The first speaker, Professor P Gaehtgens (University of Berlin), set the scene with an overview of the subject. He reminded delegates ofthe numerous studies, using micropore filtration and micropipette techniques', which have shown that the white cell is less deformable, by several orders of magnitude, than the red. The main reasons for this are the more viscous cytoplasm and the presence of organelles, especially the nucleus, in the leukocytes, Such a large relative stiffness can be expected to compensate for their relatively small number and lead to their hgving a significant role in limiting flow through smaller blood vessels. He then discussed a number of in vivo studies which point in this direction. It is known that with falling arteriovenous pressure differences, the number of non-conducting microvessels of the circulation increases and this is in spite of the fact that arteriolar diameters tend to increase under these circumstances. Could this non-conduction be the result of white cells plugging the capillaries? Clearly, the smaller the driving pressure the greater the potential for plugging. Experiments on rabbits which had been subjected to circulatory shock have shown that the resultant low arterial pressure did indeed induce white cell plugging ofthe small capillaries and, significantly, this plugging tended to persist even when the arterial pressure was restored to normal.
Professor Gaehtgens then went on to describe an interesting rheological interaction between red and white cells. In slow flow conditions red cells have a propensity to aggregate in blood and form rouleaux2.
The adhesive forces involved tend to draw the erythrocytes towards the centre of main flowing channels, and hence exclude the leukocytes to the outside. This will enhance the chance of leukocyte interaction with the endothelium and will affect the site and rate of their introduction into side channels. In pathological conditions where rouleaux formation is excessive, this could influence the proportion of microvessels into which white cells move and which might, as a result, become plugged.
Another aspect of white cell behaviour likely to influence blood flow in the microvasculature is its tendency to adhere to the endothelium. Dr J-L Wautier (Hospital Lariboisiere, Paris) gave a review of this topic. Much detail of the biochemistry of the phenomenon still has to be worked out, but it is clear that lymphocytes have a specialized surface protein for endothelial adhesion. It is also known that monocytes have a fibronectin receptor and, since fibronectin will induce leukocyte adhesion, the receptor is presumably involved here. A number ofother factors which also stimulate adhesion include thrombin, lactoferin, monokines, interleukines and platelet activating factor. It would appear that it is the interaction of these factors (and possibly others) with surface glycoproteins on both the leukocytes and the endothelial cells that ultimately leads to adhesion.
They are presumably also responsible for the variation in the adhesiveness of the leukocytes in many diseases: for example, adhesiveness increases in response to inflammation, to haemodialysis, cironic myeloid leukaemja and diabetes.
Two papers were presented, one by Dr S E Lennie (Royal Infirmary, Glasgow) and one by Dr J G Jones (University College, Cardiff), specifically on the estimation ofthe deformability of-the leukocytes. Both investigations were based on the study of the rate at which these cells pass, under positive driving pressures, through micropore filters having pore 0141-0768/88/ 060362-03/$02.00/0 © 1988 The Royal Society of Medicine
